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AUTHORITY: Implementing and authorized by Articles 11, IV, V and VI and Section 12-13 of
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SOURCE: Sections 148.10 thru 148.390 recodified from 89 Ill. Adm. Code 140.94 thru 140.398
at 13 Ill. Reg. 9572; Section 148.120 recodified from 89 Ill. Adm. Code 140.110 at 13 Ill. Reg.
12118; amended at 14 I1l. Reg. 2553, effective February 9, 1990; emergency amendment at 14

Il. Reg. 11392

, effective July 1, 1990, for a maximum of 150 days; amended at 14 Ill. Reg.

15358, effective September 13, 1990; amended at 14 Ill. Reg. 16998, effective October 4, 1990;
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amended at 14 I1l. Reg. 18293, effective October 30, 1990; amended at 14 Ill. Reg. 18499,
effective November 8, 1990; emergency amendment at 15 Ill. Reg. 10502, effective July 1, 1991,
for a maximum of 150 days; emergency expired October 29, 1991; emergency amendment at 15
I1l. Reg. 12005, effective August 9, 1991, for a maximum of 150 days; emergency expired
January 6, 1992; emergency amendment at 15 Ill. Reg. 16166, effective November 1, 1991, for a
maximum of 150 days; amended at 15 Ill. Reg. 18684, effective December 23, 1991; amended at
16 1ll. Reg. 6255, effective March 27, 1992; emergency amendment at 16 I1l. Reg. 11335,
effective June 30, 1992, for a maximum of 150 days; emergency expired November 27, 1992;
emergency amendment at 16 Ill. Reg. 11942, effective July 10, 1992, for a maximum of 150
days; emergency amendment at 16 Ill. Reg. 14778, effective October 1, 1992, for a maximum of
150 days; amended at 16 Ill. Reg. 19873, effective December 7, 1992; amended at 17 Ill. Reg.
131, effective December 21, 1992; amended at 17 Ill. Reg. 3296, effective March 1, 1993;
amended at 17 Ill. Reg. 6649, effective April 21, 1993; amended at 17 Ill. Reg. 14643, effective
August 30, 1993; emergency amendment at 17 Ill. Reg. 17323, effective October 1, 1993, for a
maximum of 150 days; amended at 18 Ill. Reg. 3450, effective February 28, 1994; emergency
amendment at 18 Ill. Reg. 12853, effective August 2, 1994, for a maximum of 150 days;
amended at 18 Ill. Reg. 14117, effective September 1, 1994; amended at 18 Ill. Reg. 17648,
effective November 29, 1994; amended at 19 Ill. Reg. 1067, effective January 20, 1995;
emergency amendment at 19 Ill. Reg. 3510, effective March 1, 1995, for a maximum of 150
days; emergency expired July 29, 1995; emergency amendment at 19 Ill. Reg. 6709, effective
May 12, 1995, for a maximum of 150 days; amended at 19 Ill. Reg. 10060, effective June 29,
1995; emergency amendment at 19 Ill. Reg. 10752, effective July 1, 1995, for a maximum of 150
days; amended at 19 Ill. Reg. 13009, effective September 5, 1995; amended at 19 Ill. Reg.
16630, effective November 28, 1995; amended at 20 Ill. Reg. 872, effective December 29, 1995;
amended at 20 Ill. Reg. 7912, effective May 31, 1996; emergency amendment at 20 Ill. Reg.
9281, effective July 1, 1996, for a maximum of 150 days; emergency amendment at 20 Ill. Reg.
12510, effective September 1, 1996, for a maximum of 150 days; amended at 20 Ill. Reg. 15722,
effective November 27, 1996; amended at 21 Ill. Reg. 607, effective January 2, 1997; amended
at 21 I1l. Reg. 8386, effective June 23, 1997; emergency amendment at 21 Ill. Reg. 9552,
effective July 1, 1997, for a maximum of 150 days; emergency amendment at 21 Ill. Reg. 9822,
effective July 2, 1997, for a maximum of 150 days; emergency amendment at 21 Ill. Reg. 10147,
effective August 1, 1997, for a maximum of 150 days; amended at 21 Ill. Reg. 13349, effective
September 23, 1997; emergency amendment at 21 Ill. Reg. 13675, effective September 27, 1997,
for a maximum of 150 days; amended at 21 Ill. Reg. 16161, effective November 26, 1997,
amended at 22 Ill. Reg. 1408, effective December 29, 1997; amended at 22 1ll. Reg. 3083,
effective January 26, 1998; amended at 22 Ill. Reg. 11514, effective June 22, 1998; emergency
amendment at 22 1ll. Reg. 13070, effective July 1, 1998, for a maximum of 150 days; emergency
amendment at 22 1ll. Reg. 15027, effective August 1, 1998, for a maximum of 150 days;
amended at 22 I1l. Reg. 16273, effective August 28, 1998; amended at 22 Ill. Reg. 21490,
effective November 25, 1998; amended at 23 Ill. Reg. 5784, effective April 30, 1999; amended
at 23 1ll. Reg. 7115, effective June 1, 1999; amended at 23 Ill. Reg. 7908, effective June 30,
1999; emergency amendment at 23 Ill. Reg. 8213, effective July 1, 1999, for a maximum of 150
days; emergency amendment at 23 Ill. Reg. 12772, effective October 1, 1999, for a maximum of
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150 days; amended at 23 Ill. Reg. 13621, effective November 1, 1999; amended at 24 Ill. Reg.
2400, effective February 1, 2000; amended at 24 I1l. Reg. 3845, effective February 25, 2000;
emergency amendment at 24 I1l. Reg. 10386, effective July 1, 2000, for a maximum of 150 days;
amended at 24 1ll. Reg. 11846, effective August 1, 2000; amended at 24 Ill. Reg. 16067,
effective October 16, 2000; amended at 24 1ll. Reg. 17146, effective November 1, 2000;
amended at 24 I1l. Reg. 18293, effective December 1, 2000; amended at 25 Ill. Reg. 5359,
effective April 1, 2001; emergency amendment at 25 Ill. Reg. 5432, effective April 1, 2001, for a
maximum of 150 days; amended at 25 Ill. Reg. 6959, effective June 1, 2001; emergency
amendment at 25 1ll. Reg. 9974, effective July 23, 2001, for a maximum of 150 days; amended at
25 11l. Reg. 10513, effective August 2, 2001; emergency amendment at 25 Ill. Reg. 12870,
effective October 1, 2001, for a maximum of 150 days; emergency expired February 27, 2002;
amended at 25 Ill. Reg. 16087, effective December 1, 2001; emergency amendment at 26 .
Reg. 536, effective December 31, 2001, for a maximum of 150 days; emergency amendment at
26 1ll. Reg. 680, effective January 1, 2002, for a maximum of 150 days; amended at 26 Ill. Reg.
4825, effective March 15, 2002; emergency amendment at 26 Ill. Reg. 4953, effective March 18,
2002, for a maximum of 150 days; emergency amendment repealed at 26 Ill. Reg. 7786,
effective July 1, 2002; emergency amendment at 26 Ill. Reg. 7340, effective April 30, 2002, for a
maximum of 150 days; amended at 26 Ill. Reg. 8395, effective May 28, 2002; emergency
amendment at 26 1ll. Reg. 11040, effective July 1, 2002, for a maximum of 150 days; emergency
amendment repealed at 26 1ll. Reg. 16612, effective October 22, 2002; amended at 26 Ill. Reg.
12322, effective July 26, 2002; amended at 26 Ill. Reg. 13661, effective September 3, 2002;
amended at 26 I1l. Reg. 14808, effective September 26, 2002; emergency amendment at 26 .
Reg. 14887, effective October 1, 2002, for a maximum of 150 days; amended at 26 1ll. Reg.
17775, effective November 27, 2002; emergency amendment at 27 1ll. Reg. 580, effective
January 1, 2003, for a maximum of 150 days; emergency amendment at 27 Ill. Reg. 866,
effective January 1, 2003, for a maximum of 150 days; amended at 27 Ill. Reg. 4386, effective
February 24, 2003; emergency amendment at 27 Ill. Reg. 8320, effective April 28, 2003, for a
maximum of 150 days; emergency amendment repealed at 27 1ll. Reg. 12121, effective July 10,
2003; amended at 27 I1l. Reg. 9178, effective May 28, 2003; emergency amendment at 27 111
Reg. 11041, effective July 1, 2003, for a maximum of 150 days; emergency amendment at 27 I1l.
Reg. 16185, effective October 1, 2003, for a maximum of 150 days; emergency amendment at 27
I1l. Reg. 16268, effective October 1, 2003, for a maximum of 150 days; amended at 27 Ill. Reg.
18843, effective November 26, 2003; emergency amendment at 28 Ill. Reg. 1418, effective
January 8, 2004, for a maximum of 150 days; emergency amendment at 28 Ill. Reg. 1766,
effective January 10, 2004, for a maximum of 150 days; emergency expired June 7, 2004;
amended at 28 Ill. Reg. 2770, effective February 1, 2004; emergency amendment at 28 Ill. Reg.
5902, effective April 1, 2004, for a maximum of 150 days; amended at 28 Ill. Reg. 7101,
effective May 3, 2004; amended at 28 Ill. Reg. 8072, effective June 1, 2004; emergency
amendment at 28 Ill. Reg. 8167, effective June 1, 2004, for a maximum of 150 days; amended at
28 1ll. Reg. 9661, effective July 1, 2004; emergency amendment at 28 Ill. Reg. 10157, effective
July 1, 2004, for a maximum of 150 days; emergency amendment at 28 Ill. Reg. 12036, effective
August 3, 2004, for a maximum of 150 days; emergency expired December 30, 2004; emergency
amendment at 28 Ill. Reg. 12227, effective August 6, 2004, for a maximum of 150 days;
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emergency expired January 2, 2005; amended at 28 Ill. Reg. 14557, effective October 27, 2004;
amended at 28 Ill. Reg.15536, effective November 24, 2004; amended at 29 Ill. Reg. 861,
effective January 1, 2005; emergency amendment at 29 Ill. Reg. 2026, effective January 21,
2005, for a maximum of 150 days; amended at 29 Ill. Reg. 5514, effective April 1, 2005;
emergency amendment at 29 Ill. Reg. 5756, effective April 8, 2005, for a maximum of 150 days;
emergency amendment repealed by emergency rulemaking at 29 Ill. Reg. 11622, effective July
5, 2005, for the remainder of the 150 days; amended at 29 Ill. Reg. 8363, effective June 1, 2005;
emergency amendment at 29 Ill. Reg. 10275, effective July 1, 2005, for a maximum of 150 days;
emergency amendment at 29 Ill. Reg. 12568, effective August 1, 2005, for a maximum of 150
days; emergency amendment at 29 Ill. Reg. 15629, effective October 1, 2005, for a maximum of
150 days; amended at 29 Ill. Reg. 19973, effective November 23, 2005; amended at 30 Ill. Reg.
383, effective December 28, 2005; emergency amendment at 30 Ill. Reg. 596, effective January
1, 2006, for a maximum of 150 days; emergency amendment at 30 Ill. Reg. 955, effective
January 9, 2006, for a maximum of 150 days; amended at 30 Ill. Reg. 2827, effective February
24, 2006; emergency amendment at 30 Ill. Reg. 7786, effective April 10, 2006, for a maximum
of 150 days; emergency amendment repealed by emergency rulemaking at 30 Ill. Reg. 12400,
effective July 1, 2006, for the remainder of the 150 days; amended at 30 Ill. Reg. 8877, effective
May 1, 2006; amended at 30 Ill. Reg. 10393, effective May 26, 2006; emergency amendment at
30 I1l. Reg. 11815, effective July 1, 2006, for a maximum of 150 days.
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SUBPART A: GENERAL PROVISIONS
Section 148.10 Hospital Services

Sections 148.10 through 148.70 contain participation requirements and coverage limitations for
hospital services.

(Source: Recodified from 89 Ill. Adm. Code 140.94 at 13 Ill. Reg. 9572, effective May
31, 1989)
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Section 148.20 Participation

a)

b)

Payment for hospital inpatient, outpatient and clinic services shall be made only
when provided by a hospital, as described in Section 148.25(b), or a distinct part
unit, as described in Section 148.25(c), for covered services, as described in
Section 148.50.

Notwithstanding any other provisions of this Part, reimbursement to hospitals for
services provided October 1, 1992, through March 31, 1994, shall be as follows:
Base Inpatient Payment Rate. For inpatient hospital services rendered, or,
if applicable, for inpatient hospital admissions occurring, on and after
October 1, 1992, and on or before March 31, 1994, the Department shall
reimburse hospitals for inpatient services at the base inpatient payment
rate calculated for each hospital, as of June 30, 1993. The term "base
inpatient payment rate” shall include the reimbursement rates calculated
effective October 1, 1992, under the following Sections: 148.130,
148.260, 148.270, and 148.280.

Exemptions. The provisions of subsection (b)(1) above shall not apply to:

1)

2)

A)

B)

C)

Hospitals reimbursed under Sections 148.82, 148.160, or 148.170.
Reimbursement for such hospitals shall be in accordance with
Sections 148.82, 148.160, or 148.170, as applicable.

Hospitals reclassified as rural hospitals as described in Section
148.40(f)(4). Reimbursement for such hospitals shall be in
accordance with Section 148.40(f)(4) and Section 148.260 or 89
I11. Adm. Code 149.100(c)(1)(A), whichever is applicable.

The inpatient payment adjustments described in Sections 148.120,
148.150, and 148.290. Reimbursement for such inpatient payment
adjustments shall be in accordance with Sections 148.120,
148.150, and 148.290, and shall be in addition to the base inpatient
payment rate described in subsection (b)(1) above.

(Source: Amended at 18 Ill. Reg. 3450, effective February 28, 1994)
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b)
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Definitions and Applicability

Payment for hospital inpatient, hospital outpatient and hospital clinic services
shall be made only to a hospital or a distinct part hospital unit as defined in this
Section.

The term "hospital” means:

1)

2)

3)

4)

For the purpose of hospital inpatient reimbursement, any institution, place,
building, or agency, public or private, whether organized for profit or not-
for-profit, which is located in the State and is subject to licensure by the
Illinois Department of Public Health under the Hospital Licensing Act or
any institution, place, building or agency, public or private, whether
organized for profit or not-for-profit, which meets all comparable
conditions and requirements of the Hospital Licensing Act in effect for the
state in which it is located. In addition, unless specifically indicated
otherwise, for the purpose of inpatient reimbursement, the term "hospital”
shall also include:

A) County-owned hospitals, meaning all county-owned hospitals that
are located in an Illinois county with a population of over three
million.

B) A hospital organized under the University of Illinois Hospital Act.

C) A hospital unit that is adjacent to or on the premises of the hospital
and licensed under the Hospital Licensing Act or the University of
Illinois Hospital Act.

For the purpose of hospital outpatient reimbursement, the term "hospital”

shall, in addition to the definition described in subsection (b)(1) of this

Section, include an encounter rate hospital. An encounter rate hospital is

defined as:

A) An Illinois county-owned hospital located in a county with a
population exceeding three million; or

B) A hospital organized under the University of Illinois Hospital Act;
or

C) A county-operated outpatient facility located in a county with a
population exceeding three million that is also located in the State
of Illinois.

For the purpose of non hospital-based clinic reimbursement, the term

"hospital™ shall mean:

A) A county-operated outpatient facility, as described in subsection
(b)(2)(D) of this Section; or

B) A Certified Hospital Organized Satellite Clinic, as described in 89
I1l. Adm. Code 140.461(f)(1)(B) and subsection (b)(5)(B) of this
Section.

For the purpose of hospital-based clinic reimbursement, the term

"hospital” shall mean a hospital-based clinic meeting the provisions of 89

I1l. Adm. Code 140.461(a) and Section 148.40(d).
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5) For the purpose of Maternal and Child Health reimbursement, as described
in 89 Ill. Adm. Code 140.464 and Section 148.140(d)(6), the term
“Maternal and Child Health Managed Care Clinic” shall mean a clinic
meeting the requirements of 89 Ill. Adm. Code 140.461(f). The following
four categories of Maternal and Child Health Managed Care Clinics are
recognized under the Healthy Moms/Healthy Kids Program, as described
in 89 HlI. Adm. Code 140, Subpart G:

A) Certified Hospital Ambulatory Primary Care Centers (CHAPCC),
as described in 89 Ill. Adm. Code 140.461(f)(1)(A);

B) Certified Hospital Organized Satellite Clinics (CHOSC), as
described in 89 Ill. Adm. Code 140.461(f)(1)(B);

C) Certified Obstetrical Ambulatory Care Centers (COBACC), as
described in 89 Ill. Adm. Code 140.461(f)(1)(C); and

D) Certified Pediatric Ambulatory Care Centers (CPACC), as
described in 89 Ill. Adm. Code 140.461(f)(1)(D).

6) For the purpose of disproportionate share hospital adjustments, the term
"hospital” shall, in addition to the definition in subsection (b)(1) of this
Section, mean the facilities operated by the Department of Human
Services, including facilities that are accredited by the Joint Commission
on Accreditation of Health Organizations (JCAHO).

For the purpose of hospital inpatient reimbursement, the term "distinct part

hospital unit" means a hospital, as defined in subsection (b)(1) of this Section, that

meets the following qualification(s):

1) Distinct Part Psychiatric Units. A distinct part psychiatric unit is a
hospital, with a functional psychiatric unit, that is enrolled with the
Department to provide inpatient psychiatric services (category of service
21).

2) Distinct Part Rehabilitation Units. A distinct part rehabilitation unit is a
hospital, with a functional rehabilitation unit, that is enrolled with the
Department to provide inpatient rehabilitation services (category of
service 22).

A major teaching hospital is defined as a hospital having four or more graduate

medical education programs accredited by the American Accreditation Council

for Graduate Medical Education, the American Osteopathic Association Division
of Post-doctoral Training, or the American Dental Association Joint Commission
on Dental Accreditation. Except, in the case of a hospital devoted exclusively to
physical rehabilitation, as defined in 89 Ill. Adm. Code 149.50(c)(2), or in the
case of a children's hospital, as defined in 89 Ill. Adm. Code 149.50(c)(3), only
one certified program is required to be so classified.

Except as provided in subsection (d) of this Section, a teaching hospital is defined

as a hospital having at least one, but no more than three, graduate medical

education programs accredited by the American Accreditation Council for

Graduate Medical Education, the American Osteopathic Association Division of
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f)
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Post-doctoral Training, or the American Dental Association Joint Commission on

Dental Accreditation.

A non-teaching hospital is defined as:

1) A hospital that reports teaching costs on the Medicare or Medicaid cost
reports but has no graduate medical education programs; or

2) A hospital that reports no teaching costs on the Medicare or Medicaid cost
reports and that has no graduate medical education programs.

Definitions. Unless specifically stated otherwise, the definitions of terms used in

Sections 148.130, 148.260, 148.270, and 148.280, and in 89 Ill. Adm. Code 149

are as follows:

1) "Base period" means the two most recent cost report years for which
audited cost reports are available for at least 90 percent of cost reporting
hospitals.

2) "Rate period" means:

A) For admissions, or if applicable, dates of service, on or after
October 1, 1992, and on or before March 31, 1994, the 18 month
period beginning on October 1, 1992, and ending on March 31,
1994,

B) Beginning with admissions, or if applicable, dates of service, on or
after April 1, 1994, the period beginning 90 days after the effective
date of DRG PPS rates under the federal Medicare Program and
ending 90 days after any subsequent DRG PPS rate change under
the federal Medicare Program.

3) "Rural hospital” means a hospital that is:
A) Located:
) Outside a metropolitan statistical area; or
i) Located 15 miles or less from a county that is outside a

metropolitan statistical area and that is licensed to perform
medical/surgical or obstetrical services and has a combined
approved total bed capacity of 75 or fewer beds in these
two service categories as of the effective date of P.A. 88-88
(July 14, 1993), as determined by the Illinois Department
of Public Health.

B) The Illinois Department of Public Health must have been notified
in writing of any changes to a facility's bed count on or before the
effective date of P.A. 88-88 (July 14, 1993).

4) "Urban hospital” means a hospital that is located in a metropolitan

statistical area that does not meet the criteria described in subsection (g)(3)

of this Section.

(Source: Amended at 26 Ill. Reg. 12322, effective July 26, 2002)
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Section 148.30 General Requirements

a) For the purpose of hospital inpatient, outpatient and hospital-based clinic
reimbursement, the following requirements must be met by a hospital to qualify
for enrollment in the Illinois Medical Assistance Program:

1) The hospital must be certified for participation in the Medicare Program
(Title XVII1) unless the provisions of subsection (a)(2) of this Section

apply.

2) If not eligible for or subject to Medicare certification, the hospital must be
accredited by the Joint Commission on the Accreditation of Healthcare
Organizations (JCAHO).

3) The hospital must agree to accept the Department’s basis for
reimbursement.

b) Hospitals shall be required to file Medicaid and Medicare cost reports with the
Office of Health Finance, Illinois Department of Public Aid, in accordance with
Section 148.210, and shall have reimbursable hospital inpatient, outpatient and
hospital-based clinic rates approved by the Department.

(Source: Amended at 28 Ill. Reg. 8072, effective June 1, 2004)
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Section 148.40 Special Requirements

a) Inpatient Psychiatric Services

1)

2)

3)

4)

5)

Payment for inpatient hospital psychiatric services shall be made only to:

A) A hospital that is a general hospital, as defined in Section
148.25(b), with a functional unit, as defined in Section
148.25(c)(1), that specializes in, and is enrolled with the
Department to provide, psychiatric services; or

B) A hospital, as defined in Section 148.25(b), that holds a valid
license as, and is enrolled with the Department as, a psychiatric
hospital, as defined in 89 Ill. Adm. Code 149.50(c)(1).

Inpatient psychiatric services are those services provided to patients who
are in need of short-term acute inpatient hospitalization for active
treatment of an emotional or mental disorder.

Inpatient psychiatric services are not covered for Family and Children
Assistance (formerly known as General Assistance) program participants
who are 18 years of age or older.

Federal Medicaid regulations preclude payment for patients over 20 or
under 65 years of age in any Institution for Mental Diseases (IMD).
Therefore, psychiatric hospitals may not receive reimbursement for
services provided to patients over the age of 20 and under the age of 65.
In the case of a patient receiving psychiatric services immediately
preceding his/her 21st birthday, reimbursement for psychiatric services
shall be provided until the earliest of the following:

A) The date the patient no longer requires the services; or
B) The date the patient reaches 22 years of age.

A psychiatric hospital must be accredited by the Joint Commission on the
Accreditation of Health Care Organizations to provide services to program
participants under 21 years of age or be Medicare certified to provide
services to program participants 65 years of age and older. Distinct part
psychiatric units and psychiatric hospitals located in the State of Illinois,
or within a 100 mile radius of the State of Illinois, must execute an
interagency agreement with a Department of Human Services (DHS)
operated mental health center (State-operated facility) for coordination of
services including, but not limited to, crisis screening and discharge
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6)

7)

8)
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planning to ensure linkage to aftercare services with private practitioners
or community mental health services, as described in subsection (a)(6) of
this Section.

Coordination of Care —Purpose. In accordance with subsection (a)(5) of
this Section, distinct part psychiatric units and psychiatric hospitals
located in the State of Illinois, or within a 100 mile radius of the State of
Illinois, must execute a Coordination of Care Agreement in order to
participate as a provider of inpatient psychiatric services. The
Coordination of Care Agreement shall set forth an agreement between the
DHS operated mental health center (State-operated facility) and the
hospital for the coordination of services, including but not limited to crisis
screening and discharge planning to ensure efficient use of inpatient care.
The agreement shall also set forth the manner in which linkage to aftercare
services with community mental health agencies or private practitioners
shall be carried out.

Coordination of Care — General Provisions. The general provisions of the
Coordination of Care Agreement described in subsection (a)(6) of this
Section are as follows:

A) The hospital shall agree, on a continuing basis, to comply with
applicable licensing standards as contained in State laws or
regulations and shall maintain accreditation by JCAHO;

B) The provider shall comply with Title VI of the Civil Rights Act of
1964 and the Rehabilitation Act of 1973 and regulations
promulgated thereunder which prohibit discrimination on the
grounds of sex, race, color, national origin or handicap;

C) The provider shall comply with the following applicable federal,
State and local statutes pertaining to equal employment
opportunity, affirmative action, and other related requirements: 42
USCA 2000e, 29 USCA 203 et seq. and 775 ILCS 25;

D) The Coordination of Care Agreement shall remain in effect until
amended by mutual consent or cancelled in writing by either party
having given 30 days prior notification.

Coordination of Care — Special Requirements. The hospital shall:

A) Provide on its premises, the facilities, staff, and programs for the
diagnosis, admission, and treatment of persons who may require
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B)

C)
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inpatient care and/or assessment of mental status, mental illness,
emotional disability, and other psychiatric problems;

Notify the community mental health agency that serves the
geographic area from which the recipient originated to allow the
agency to prescreen the case prior to referring the individual to the
designated State-operated facility. The community mental health
agency's resources and other appropriate community alternatives
shall be considered prior to making a referral to the State-operated
facility for admission;

Complete any forms necessary and consistent with the Mental
Health and Developmental Disabilities Code in the event of a
referral for involuntary or judicial admission;

Notify the community mental health agency or private practitioner
of the date and time of discharge and invite their participation in
the discharge planning process;

Refer to the State-operated facility only those individuals for
whom less restrictive alternatives are documented not to be
appropriate at the time based on a clinical determination by the
community mental health agency, a private practitioner (if
applicable), or the hospital; and

Notify the State-operated facility prior to planned transfer of an
individual and transfer the individual at such time as to assure
arrival of the person prior to 11 a.m. Monday through Friday. In
unusual situations, transfers may be made at other times after prior
discussion between the hospital and the State-operated facility.
The individual will only be transported to the State-operated
facility when, based on a clinical determination, he/she is
medically stable as determined by the transferring physician. A
copy of the transfer summary from the hospital must accompany
the recipient at the time of admission to the State-operated facility.

9) Coordination of Care — Special Requirements of the State-Operated
Facility. The State-operated facility shall:

A)

Admit individuals who have been screened as defined in the
Coordination of Care Agreement and are appropriate for admission
consistent with the provisions of the Mental Health and
Developmental Disabilities Code.
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B) Evaluate individuals for whom the hospital has executed a Petition
and Certificate for involuntary/judicial admission consistent with
the Mental Health and Developmental Disabilities Code.

C) Consider for admission voluntary individuals for whom less
restrictive alternatives are documented not to be appropriate at the
time, based on a clinical determination by the community mental
health agency, private practitioner (if applicable), the hospital, or
the State-operated facility.

Coordination of Care — Special Requirements for the Children's Mental
Health Screening, Assessment and Support Services (SASS) Program.
For patients under 21 years of age, all inpatient admissions must be
authorized through the SASS Program. The hospital shall:

A) Prior to admission, contact the Crisis and Referral Entry Service
(CARES), the Department’s Statewide centralized intake and
referral point for a mental health screening and assessment of the
patient, pursuant to 59 Ill. Adm. Code 131.40;

B) For admissions authorized through a SASS screening, involve the
SASS provider in the patient’s treatment plan during the inpatient
stay and in the development of a discharge plan in order to
facilitate linkage to appropriate aftercare resources.

A participating hospital not enrolled for inpatient psychiatric services may
provide psychiatric care as a general inpatient service only on an
emergency basis for a maximum period of 72 hours or in cases in which
the psychiatric services are secondary to the services for which the period
of hospitalization is approved.

Inpatient Rehabilitation Services

1)

2)

Payment for inpatient rehabilitation services shall be made only to a
general hospital, as defined in Section 148.25(b), with a functional unit of
the hospital, as defined in Section 148.25(c)(2), which specializes in, and
is enrolled with the Department to provide, physical rehabilitation services
or a hospital, as defined in 89 Ill. Adm. Code 149.50(c)(2), which holds a
valid license as, and is enrolled with the Department as, a physical
rehabilitation hospital.

The primary reason for hospitalization is to provide a structured program
of comprehensive rehabilitation services, furnished by specialists, to the
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patient with a major handicap for the purpose of habilitating or restoring
the person to a realistic maximum level of functioning.

Inpatient rehabilitation services are not covered for Family and Children
Assistance (formerly known as General Assistance) program participants
who are 18 years of age or older.

For payment to be made, a rehabilitation facility, which includes a distinct
part unit as described in Section 148.25(c)(2), must be certified by the
Health Care Financing Administration for participation under the
Medicare Program (Title XV1I1) and must be licensed and/or certified by
the Department of Public Health (DPH) to provide comprehensive
physical rehabilitation services. Out-of-state hospitals that specialize in
physical rehabilitation services must be licensed or certified to provide
comprehensive physical rehabilitation services by the authorized licensing
agency in the state in which the hospital is located.

A rehabilitation facility must meet the following criteria:

A) Have a full-time (at least 35 hours per week) director of
rehabilitation; a participating general hospital with a functional
rehabilitation unit must have a part-time (at least 20 hours per
week) director of rehabilitation;

B) Have an organized medical staff;

C) Have available consultants qualified to perform services in
appropriate specialties;

D) Have adequate space and equipment to provide comprehensive
diagnostic and treatment services;

E) Maintain records of diagnosis, treatment progress (notations must
be made at regular intervals) and functional results; and

F) Submit reports as required by the Department of Public Aid
(DPA).

A rehabilitation facility must provide, or have a contractual arrangement
with an appropriate entity or agency to provide, the following minimal
services:

A) Full-time nursing services under the supervision of a registered
nurse formally trained in rehabilitation nursing;
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Full-time physical therapy and occupational therapy services; and

Social casework services as an integral part of the rehabilitation
program.

A rehabilitation facility must have available the following minimal

services:

A) Psychological evaluation services;

B) Prosthetic and orthotic services;

C) Vocational counseling;

D) Speech therapy;

E) Clinical laboratory and x-ray services; and
F) Pharmacy services.

The director of rehabilitation must meet the following criteria:

A)

B)
C)

D)

Provide services to the hospital and its patients as specified in
subsection (b)(5) of this Section;

Be a doctor of medicine or osteopathy;
Be licensed under State law to practice medicine or surgery; and
Must have, after completing a one-year hospital internship, at least

two years of training or experience in the medical management of
inpatients requiring rehabilitation services.

Personnel of the rehabilitation facility must meet the following minimum
standards:

A)

B)

Physicians shall have unlimited licenses to practice medicine and
surgery in the state in which they practice. Consultants shall be
Board Qualified or Board Certified in their specialty.

Physical therapists shall be licensed by the Illinois Department of
Professional Regulation.
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C) Occupational therapists shall be licensed by the Illinois
Department of Professional Regulation.

D) Registered nurses and licensed practical nurses shall be currently
licensed by the Illinois Department of Professional Regulation or
comparable licensing agency in the State in which the facility is
located.

E) Social workers shall have completed two years of graduate training
leading to a Master's Degree in social work from an accredited
graduate school of social work.

F) Psychologists shall have a Master's Degree in clinical psychology.

G) Vocational counselors shall have a Master's Degree in
Rehabilitation Counseling, Psychology or Guidance from a school
accredited by the North Central Association or its equivalent.

H) An orthotist or prosthetist, certified by the American Board of
Certification in Orthotics and Prosthetics, shall fabricate or
supervise the fabrication of all limbs and braces.

End-Stage Renal Disease Treatment (ESRDT) Services. The Department
provides payment to hospitals, as defined in Section 148.25(b), for ESRDT
services only when the hospital is Medicare certified for ESRDT and services are
provided as follows:

1)

2)

3)

Inpatient hospital care is provided for the evaluation and treatment of
acute renal disease;

Outpatient chronic renal dialysis treatments are provided in the outpatient
renal dialysis department of the hospital, a satellite unit of the hospital that
is professionally associated with the center for medical direction and
supervision, or a free-standing chronic dialysis center certified by
Medicare, pursuant to 42 CFR 405, Subpart U (1994); or

Home dialysis treatments are provided through the outpatient renal
dialysis department of the hospital, a satellite unit of the hospital that is
professionally associated with the center for medical direction and
supervision, in a patient's home, or through a free-standing chronic
dialysis center certified by Medicare, pursuant to 42 CFR 405, Subpart U
(1994).
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Hospital-Based Organized Clinic Services. Hospital-based clinics, as described in
Section 148.25(b)(4), must meet the requirements of 89 Ill. Adm. Code
140.461(a). The following two categories of hospital-based organized clinic
services are recognized in the Medical Assistance Program:

1) Psychiatric Clinic Services

A) Psychiatric Clinic Services (Type A). Type A psychiatric clinic
services are clinic service packages consisting of diagnostic
evaluation; individual, group and family therapy; medical control;
optional Electroconvulsive Therapy (ECT); and counseling,
provided in the hospital clinic setting.

B) Psychiatric Clinic Services (Type B). Type B psychiatric clinic
services are active treatment programs in which the individual
patient is participating in no less than social, recreational, and task-
oriented activities at least four hours per day at a minimum of three
half days of active treatment per week. The duration of an
individual patient's participation in this treatment program is
limited to six months in any 12 month period.

C) Coverage. Psychiatric clinic services are covered for all Medicaid-
eligible individuals. The services are not covered for Family and
Children Assistance (formerly known as General Assistance)
program participants who are 18 years of age or older.

D) Approval. The Department of Human Services and DPA
are responsible for approval and enrollment of community
hospitals providing psychiatric clinic services. In order to
participate as a provider of psychiatric clinic services, a
hospital must have previously been enrolled with the
Department for the provision of inpatient psychiatric
services on or after June 1, 2002 or must be currently
enrolled for the provision of inpatient psychiatric services
and execute a Psychiatric Clinic Services Type A and B
Enrollment Assurance with DHS and DPA, which assures
that the hospital is enrolled for the provision of inpatient
psychiatric services and meets the following requisites:

) The hospital must be accredited by, and be in good
standing with, the Joint Commission on Accreditation of
Health Care Organizations (JCAHO);
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i) The hospital must have executed a Coordination of Care
Agreement between the hospital and the designated DHS
State-operated facility serving the mentally ill in the
appropriate geographic area;

iii) The clinical staff of the psychiatric clinic must collaborate
with the mental health service network to provide
discharge, linkage and aftercare planning for recipients of
outpatient services;

iv) The hospital must agree to participate in Local Area
Networks in compliance with P.L. 99-660 and P.A. 86-844;
and

V) The hospital must be enrolled to participate in Medicaid
Program (Title XIX) and must meet all conditions and
requirements set forth by DPA.

Duration of Approval. The approval described in subsection
(d)(1)(D) of this Section shall be in effect for a period of two years
from the date DPA approves the psychiatric clinic's enrollment.
The approval may be terminated by DPA or DHS with cause upon
30 days written notice to the hospital. Accordingly, the hospital
must submit a 30 day written notification to DPA and DHS when
terminating delivery of psychiatric clinic services.

Physical Rehabilitation Clinic Services

A)

B)

Physical rehabilitation clinic services include the same
rehabilitative services provided to inpatients by hospitals enrolled
to provide the services described in Section 148.40(b). Clinic
services should be utilized when the patient's condition is such that
it does not necessitate inpatient care and adequate care and
treatment can be obtained on an outpatient basis through the
hospital's specialized clinic.

Physical rehabilitation clinic services are not covered for Family
and Children Assistance (formerly known as General Assistance)
program participants who are 18 years of age or older.

e) Maternal and Child Health Managed Care Clinics. Maternal and Child Health
Managed Care Clinics, as described in 89 Ill. Adm. Code 140.461(f) and Section
148.25(b)(5), must meet the requirements of 89 Ill. Adm. Code 140.461(f).
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Transition to the Diagnosis Related Grouping Prospective Payment System (DRG
PPS) (see 89 Ill. Adm. Code 149)

1)

2)

3)

4)

Effective with admissions occurring on or after September 1, 1991, and
before October 1, 1992, hospitals shall be reimbursed in accordance with
the statutes and administrative rules governing the time period when the
services were rendered.

Effective with admissions occurring on or after October 1, 1992, hospitals
that, on August 31, 1991, had a contract in effect with the Department
under the Illinois Health Finance Reform Act [20 ILCS 2215] and that
elected, effective September 1, 1991, to be reimbursed at rates stated in
such contracts, may elect to continue to be reimbursed at rates stated in
such contracts for general and specialty care in accordance with subsection
(g) of this Section.

In the case of a hospital that was determined by the Department to be a
rural hospital at the beginning of the rate period described in Section
148.25(9)(2)(A), those hospitals that shall be treated as sole community
hospitals, as described in 89 Ill. Adm. Code 149.125(b), shall elect one of
the following payment methodologies to be used by the Department in
reimbursing that hospital for inpatient services during the rate period
described in Section 148.25(g)(2)(A):

A) the DRG PPS, as described in 89 Ill. Adm. Code 149, or
B) the rate calculated under Section 148.260.

In the case of a hospital that was not determined by the Department to be a
rural hospital at the beginning of the rate period described in Section
148.25(9)(2)(A), but was subsequently reclassified by the Department as a
rural hospital, as described in Section 148.25(g)(3), on July 14, 1993,
those hospitals that shall be treated as sole community hospitals, as
described in 89 Ill. Adm. Code 149.125(b), shall elect one of the following
payment methodologies to be used by the Department in reimbursing that
hospital for inpatient admissions, or, if applicable, for inpatient services
provided on October 1, 1993, and for the duration of the rate period
described in Section 148.25(g)(2)(A):

A) the DRG PPS, as described in 89 Ill. Adm. Code 149, subject to
the provisions of 89 Ill. Adm. Code 149.100(c)(1), or

B) the rate calculated under Section 148.260 that would have been in
effect for the rate period described in Section 148.25(g)(2)(A) if
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the hospital had been designated as a sole community hospital on
October 1, 1992.

For the rate periods described in Section 148.25(g)(2)(B), hospitals, as
described in 89 Ill. Adm. Code 149.125(b), shall elect one of the following
payment methodologies to be used by the Department in reimbursing that
hospital for inpatient admissions, or, if applicable, for inpatient services
provided during such rate periods described in Section 148.25(g)(2)(B):

A) the DRG PPS, as described in 89 Ill. Adm. Code 149, subject to
the provisions of 89 Ill. Adm. Code 149.100(c)(1), or

B) the rate calculated under Section 148.260.

Annual Irrevocable Election

1)

2)

3)

4)

5)

6)

Hospitals described in subsections (f)(2) and (f)(3) of this Section may
elect to be reimbursed under the special arrangements described in
subsections (f)(2) and (f)(3) at the beginning of each rate period.

Hospitals described in subsection (f)(4) of this Section may elect to be
reimbursed under the special arrangements described in subsection (f)(4)
effective with admissions, or, if applicable, with inpatient services
provided, on October 1, 1993, and for the duration of the rate period
described in Section 148.25(g)(2)(A).

Hospitals described in subsection (f)(5) of this Section may elect to be
reimbursed under the special arrangements described in subsection (f)(5)
at the beginning of each rate period described in Section 148.25(g)(2)(B).

Once a sole community hospital elects to be reimbursed under the DRG
PPS, it may not later in that rate period elect to be classified as exempt.
Once a sole community hospital elects to be reimbursed as exempt, it may
not later in that rate period elect to be reimbursed under the DRG PPS.

Hospitals that, on August 31, 1991, had a contract with the Department
under the Illinois Health Finance Reform Act may elect to continue to be
reimbursed at rates stated in such contracts for general and specialty care.
Once such election has been made, the hospital may not later in that rate
period elect to be reimbursed under any other methodology.

Hospitals that, on August 31, 1991, had a contract with the Department
under the Illinois Health Finance Reform Act and have elected to be
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reimbursed under the DRG PPS may not later elect to be reimbursed at
rates stated in such contracts.

Notification of Reimbursement Methodology

1) Hospitals shall receive notification from the Department with respect to
the reimbursement methodologies that shall be in effect for admissions
occurring during the rate period.

2) Hospitals described in subsections (f)(2), (f)(3), (f)(4), and (f)(5) of this
Section shall receive notification of their reimbursement options
accompanied by a Choice of Reimbursement form. Each hospital
described in subsections (f)(2), (f)(3), (f)(4), and (f)(5) shall have 30 days
after the date of such notification to file, with the Department, the
reimbursement method of choice for the rate period. In the event the
Department has not received the hospital's Choice of Reimbursement form
within 30 days after the date of notification, as described in this Section,
the hospital will automatically be reimbursed for the rate period under the
reimbursement methodology that would have been in effect without
benefit of the election described in subsection (g) of this Section.

Zero Balance Bills. The Department requires a hospital to submit a bill for any
inpatient service provided to an Illinois Medicaid eligible person, including
newborns, regardless of payor. A "zero balance bill" is one on which the total
"prior payments" are equal to or exceed the Department's liability on the claim.
The Department requires that zero balance bills be submitted subsequent to
discharge in the same manner as are other bills so that information can be
available for the maintenance of accurate patient profiles and diagnosis-related
grouping (DRG) data, and information needed for calculation of disproportionate
share and other rates. The provisions of this subsection apply to all hospitals
regardless of the reimbursement methodology under which they are reimbursed.

(Source: Amended at 29 Ill. Reg. 5514, effective April 1, 2005)
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Section 148.50 Covered Hospital Services

a)

b)

The Department shall pay hospitals for the essential provision of inpatient,
outpatient, and clinic diagnostic and treatment services not otherwise excluded or
limited which are provided by a hospital, as described in Section 148.25(b), or a
distinct part unit, as described in Section 148.25(c), and which are provided in
compliance with hospital licensing standards. Payment may be made for the
following types of care subject to the special requirements described in Section
148.40:

1) General/specialty services;
2) Psychiatric services;
3) Rehabilitation services; and

4) End-Stage Renal Disease Treatment (ESRDT) services.

Certain programs are administered as hospital covered services with certain

restrictions. These programs include hospital residing long term care services,

subacute alcoholism and substance abuse treatment services, and the transplant

program.

Hospital Residing Long Term Care Services

1) Long term care services are not considered by the Department to be
hospital services unless the hospital is enrolled with the Department

specifically to provide hospital residing long term care services as a

hospital-based long term care facility. Hospital residing long term care is

care provided by hospitals to non-acute patients requiring chronic, skilled
nursing care when a skilled nursing facility bed is not available, or non-

acute care provided by hospitals that is not routinely performed within a

skilled setting, such as ventilator care, when appropriate placements are

not available to discharge the patient. Hospitals may not utilize the
following beds or facilities for hospital services unless the hospital is
enrolled with the Department to provide hospital residing long term care:

A) A special unit or specified beds which are certified for skilled
nursing facility services under the Medicare Program; or

B) A special unit or separate facility administratively associated with
the hospital and licensed as a long term care facility.

2) There are three categories of service for hospital residing long term care.

These categories are as follows:

A) Skilled Care — Hospital Residing (category of service 37)
Reimbursement is available for hospitals providing hospital
residing long term care when the patients' needs reflect routine
skilled care and the inability to place the patient is due to
unavailability of a skilled nursing bed. Reimbursement for this
type of care is at the average statewide rate for skilled nursing care.
For a hospital to be eligible for such reimbursement, the following
criteria must be met:
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) The hospital must document its attempt to place the patient
in at least five appropriate facilities.
i) Documentation (form DPA 3127) must be attached to the
appropriate claim form and submitted to the Department.
iii) Reimbursement is limited to services provided after the
minimum number of contacts have been made.
Reimbursement will not be made for services which were
billed as acute inpatient care and denied as not being
medically necessary. Reimbursement will be made for up
to a maximum of 31 days before additional documentation
must be submitted to extend the eligibility for additional
reimbursement.
Exceptional Care — Hospital Residing (category of service 38)
Reimbursement is available for hospitals providing hospital
residing long term care when the level of care is not routinely
performed within a skilled setting, such as ventilator care, and the
patient cannot be placed in a skilled nursing facility because the
level of care is not available. Exceptional care is defined by the
Department as the level of care required by persons who are
medically stable and ready for discharge from a hospital but who
require a multi-disciplinary level of care for physician, nurse, and
ancillary specialist services with exceptional costs related to
extraordinary equipment and supplies that have been determined to
be a medical necessity. This includes, but is not limited to, persons
with acquired immune deficiency syndrome (AIDS) or a related
condition, head injured persons, and ventilator dependent persons.
Reimbursement for this type of care is at the average statewide rate
for exceptional care. For a hospital to be eligible for such
reimbursement, the following criteria must be met:
)} The hospital must document its attempt to place the patient
in at least five appropriate facilities.
i) Documentation (form DPA 3127) must be attached to the
appropriate claim form and submitted to the Department.
iii) Reimbursement is limited to services provided after the
minimum number of contacts have been made.
Reimbursement will not be made for services which were
billed as acute inpatient care and denied as not being
medically necessary. Reimbursement will be made for up
to a maximum of 31 days before additional documentation
must be submitted to extend the eligibility for additional
reimbursement.
DD/MI Non-Acute Care — Hospital Residing (category of service
39)



HFS

89 ILLINOIS ADMINISTRATIVE CODE Chapter I, Section 148.50

d)

Subchapter d

Reimbursement is available for hospitals providing hospital
residing long term care when the pre-admission screening agent
has not completed the assessment, planning or discharge process.
Reimbursement for this type of care is at the average statewide

DD/Ml rate. For a hospital to be eligible for such reimbursement,

the following criteria must be met:

) The hospital must document that the pre-admission
screening agent has not completed the assessment, planning
or discharge process.

i) Reimbursement is limited to a maximum of three non-acute
level of care days. Reimbursement will not be made for
services which were billed as acute inpatient care and
denied as not being medically necessary.

Subacute Alcoholism and Substance Abuse Treatment Services

1) Subacute alcoholism and other substance abuse treatment is a covered
service for clients under Title XIX (Medicaid) and for children 13 to or
through 18 years of age in Family and Children Assistance cases in the
City of Chicago.

2) Only acute alcoholism and substance abuse treatment services
(detoxification) are covered as hospital services. Regulations regarding
reimbursement for subacute alcoholism and substance abuse treatment
services may be found under Sections 148.340 through 148.390.

Transplant Program

The Medical Assistance Program provides for payment for organ transplants only

when provided by a certified transplantation center as described in Section

148.82. Payment for kidney and cornea transplants does not require enrollment as

an approved transplantation center. Payment for kidney and cornea transplants is

made in accordance with the appropriate methodology described in Sections

148.160, 148.170, 148.250 through 148.300, or 89 Ill. Adm. Code 149.100 and

149.150. Kidney acquisition costs shall be reimbursed in accordance with 89 IlI.

Adm. Code 149.150(c)(5). Payment for bone marrow, heart, liver, pancreas,

kidney/pancreas and other types of transplant procedures may be covered and

reimbursed in accordance with Section 148.82 provided the hospital is certified by
the Department to perform the transplant.

(Source: Amended at 18 Ill. Reg. 3450, effective February 28, 1994)
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Section 148.60 Services Not Covered as Hospital Services

Certain services, although included in the Medical Assistance Program and under certain
circumstances provided in the hospital setting or by an entity associated with the hospital, are not
reimbursed by the Department as hospital services. In addition, certain services currently
provided in the hospital outpatient and hospital-based clinic setting are subject to fee-for-service
payment methodologies. This means that for these services, hospitals shall be required to
conform to the policies and billing procedures in effect for other non-hospital providers of
services. Payment for these services shall be based on the same fee schedule that applies to these
services when they are provided in the non-hospital setting. Services not covered or reimbursed
as hospital services are as follows:

a) Private Duty Nursing Services. Private duty nursing services for hospitalized
program participants are not covered under the Medical Assistance Program.
Hospitals are expected to provide all required nursing services.

b) Sitter Services. Sitter services for hospitalized program participants are not
covered under the Medical Assistance Program.

C) Dental Services. Hospitals may not enroll to provide dental services. When
dental services are provided in the outpatient/clinic setting of a hospital, the
dentist shall submit charges to the Department according to the provisions of the
Dental Program.

d) Nurse Anesthetist Services. Payment for general anesthesia services not
reimbursed under 89 Ill. Adm. Code 140.400 shall be made only to hospitals that
qualify for these payments under the Medicare Program (Social Security Act,
Title XVII1) and shall be made to such hospitals when provided by a hospital
employed nonphysician anesthetist (Certified Registered Nurse Anesthetist or
"CRNA").

e) Pharmacy Services. Policy and reimbursement for pharmacy services are
described in 89 Ill. Adm. Code 140.440 through 140.450. A hospital pharmacy
may enroll on a fee-for-service basis for services provided to a patient in:

1) A specified bed or special hospital unit which is certified for skilled
nursing facility services under the Medicare Program;

2) A special hospital unit or separate facility which is administratively
associated with the hospital and is licensed as a long term care facility; or

3) The outpatient/clinic setting when the services provided are not unique to
the hospital setting.

f) Medical Transportation Services. A hospital that owns and operates medical
transportation vehicles as a separate entity (for example, a private corporation)
must enroll as a medical transportation provider. A hospital that owns and
operates medical transportation vehicles that are included on the hospital's cost
report as a cost center of the hospital may not submit a separate claim for
transportation services provided to persons admitted as inpatients. Policy and
reimbursement for medical transportation services is described in 89 Ill. Adm.
Code 140.490 through 140.492.
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Home Health Services. Home health services are not considered by the
Department to be hospital services. A home health agency that is administratively
associated with a hospital and that is certified for participation as a home health
agency by the Medicare Program may apply for participation for the provision of
home health services. Policy and reimbursement for home health services is
described in 89 Ill. Adm. Code 140.470 through 140.474.

Subacute Alcoholism and Substance Abuse Treatment Services. Only acute
alcoholism and substance abuse treatment services (i.e., detoxification) are
covered as hospital services. Regulations regarding reimbursement for subacute
alcoholism and substance abuse treatment services may be found under Sections
148.340 through 148.390.

Hospice Services. Hospice is an alternative to traditional Medicaid coverage.

The Hospice Program is responsible for all the client's medical needs related to a
terminal illness. If a client chooses the Hospice Program, a physician must certify
that the client is terminally ill and has a life expectancy of six months or less.

(Source: Amended at 26 Ill. Reg. 12322, effective July 26, 2002)
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Section 148.70 Limitation On Hospital Services

a)

b)

d)

f)

Payment for inpatient hospital care in general and specialty hospitals, including
psychiatric hospitals, shall be made only when it is recommended by a qualified
physician and the care is essential as determined by the appropriate utilization
review authority. For hospitals or distinct part units reimbursed on a per diem
basis under Sections 148.160 through 148.170 and 148.250 through 148.300,
payment shall not exceed the number of days approved for the recipient's care by
the appropriate utilization review authority (see Section 148.240). If Medicare
benefits are not paid because of non-approval by the utilization review authority,
payment shall not be made on behalf of the Department.

For hospitals or distinct part units reimbursed on a per case basis, payment for
inpatient hospital services shall be made in accordance with 89 Ill. Adm. Code
149.

For hospitals, or distinct part units reimbursed on a per diem basis, under Sections
148.160 through 148.170 and 148.250 through 148.300, payment for inpatient
hospital services shall be made based on calendar days. The day of admission
shall be counted. The day of discharge shall not be counted. An admission with
discharge on the same day shall be counted as one day. If a recipient is admitted,
discharged and re-admitted on the same day, only one day shall be counted.

In obstetrical cases, payment for services to both the mother and the newborn
child shall be made at one per diem rate, or one per case rate, whichever is
applicable. Only in instances in which the medical condition of the newborn, as
certified by the utilization review authority, necessitates care in other than the
newborn nursery, shall payment be made in the child's name separately.

Payment for inpatient psychiatric hospital care in a psychiatric hospital, as defined
in 89 Ill. Adm. Code 149.50(c)(1), shall be made only when such services have
been provided in accordance with federal regulations at 42 CFR 441, Subparts C
and D.

Payment for transplantation costs (with the exception of kidney and cornea
transplants), including organ acquisition costs, shall be made only when provided
by an approved transplantation center as described in Section 148.82. Payment
for kidney and cornea transplantation costs does not require enrollment as an
approved transplantation center and is only provided to hospitals reimbursed on a
per case basis in accordance with 89 Ill. Adm. Code 149.

(Source: Amended at 26 1ll. Reg. 13661, effective September 3, 2002)
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SUBPART B: REIMBURSEMENT AND RELATED PROVISIONS
Section 148.80 Organ Transplants Services Covered Under Medicaid (Repealed)

(Source: Repealed at 17 1ll. Reg. 14643, effective August 30, 1993)
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Section 148.82 Organ Transplant Services

a)

b)

Introduction

The Department of Public Aid will cover organ transplants as identified under
subsection (b) of this Section that are provided to United States citizens or aliens
who are lawfully admitted for permanent residence in the United States under
color of law pursuant to 42 USC 1396a(a) and 1396b(v). Such services must be
provided by certified organ transplant centers which meet the requirements
specified in subsections (c) through (h) of this Section.

Covered Services

1) Inpatient heart, heart/lung, lung (single or double), liver, pancreas or
kidney/pancreas transplantation. Inpatient bone marrow transplants,
inpatient and outpatient stem cell transplants.

2) Inpatient intestinal (small bowel or liver/small bowel) transplantation for
children only (see subsection (d)(1)(H) of this Section).

3) Other types of transplant procedures may be covered when a hospital has
been certified by the Department as a transplant center eligible to perform
such transplants. Centers must complete the certification process
established in subsection (c) of this Section and provide the necessary
documentation of the number of transplant procedures performed and the
survival rates.

4) Medically necessary work-up.
Certification Process

1) In order to be certified to receive reimbursement for transplants performed
on Medical Assistance and KidCare patients, the hospital must:

A) Request an application from the Bureau of Comprehensive Health
Services;

B) Submit a completed application to the Department for the type of
transplant for which the center is seeking certification;

C) Meet certification criteria established in subsection (d) of this
Section, based upon review and recommendation of each
application by the State Medical Advisory Committee (SMAC);
and
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D) Submit a detailed status report on each patient for the type of
transplant for which the hospital is seeking certification. Such

reports must include the patient's diagnosis, date of transplant, the
length of hospitalization, charges, survival rates, patient-specific
transplant outcome, and complications (including cause of death, if

applicable) for all transplants performed in the time frames
required for the type of transplant indicated in subsections
(d)(1)(C), (D), (E), (F), (G), (H), (I) or (J) of this Section. To
protect the privacy of patients included in this report, names of

patients who are not covered under Medical Assistance or KidCare

are not required.

The Department shall notify the hospital of approval or denial of the

hospital as a transplant center for Medical Assistance and KidCare eligible

patients.

In the event the Department receives a request for prior approval to

provide a service from a hospital not formally certified under this Section,

the Department may approve the request if it determines that

circumstances are such that the health, safety and welfare of the recipient
would best be served by receiving the service at that hospital. In making

its determination, the Department shall take into account the hospital's,

and its medical staff's, ability and qualifications to provide the service, the
burden on the recipient's family if a certified hospital is a great distance

from their home, and the urgent nature of the transplant.

A joint application combining the statistical data for the adult and
pediatric programs from two affiliated hospitals that share the same
surgeons may be submitted for review by the State Medical Advisory
Committee. The hospitals must meet the criteria under subsections

(d)(1)(A), (B), (K), (L), (M), (N), (O), (P) and (Q), the applicable criteria
under subsections (d)(1)(C), (D) or (J) and (d)(1)(R), subsections (d)(2),

(3) and (4), and subsection (e) of this Section for certification and
recertification.

Certification Criteria

1)

Hospitals seeking certification as a transplant center shall submit
documentation to verify that:

A) The hospital is capable of providing all necessary medical care
required by the transplant patient;

B) The hospital is affiliated with an academic health center;

Chapter I, Section 148.82
Subchapter d
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The hospital has had the transplant program for inpatient adult
heart and liver transplants in operation for at least three years with
12 transplant procedures per year for the past two years and 12
cases in the three year period preceding the most current two year
period for adult heart and liver transplants;

The hospital has had the transplant program for inpatient adult
heart/lung and lung transplants in operation for at least three years
with ten transplant procedures per year for the past two years and
ten cases in the three year period preceding the most current two
year period for adult heart/lung and lung transplants;

A hospital specializing in inpatient pediatric heart/lung and lung
transplants has had a program in operation for at least three years
and has performed a minimum of six transplant procedures per
year for the past two years, and six procedures in the three year
period preceding the most current two year period;

The hospital has had the transplant program for inpatient adult and
pediatric bone marrow transplants in operation for at least two
years with 12 transplant procedures per year for the past two years;

The hospital performing outpatient adult and pediatric stem cell
transplants must be part of a certified inpatient program and must
have been in operation for at least two years with at least 12
outpatient stem cell transplant procedures per year in the past two
years;

A hospital specializing in inpatient pediatric heart or liver
transplants, or both, has had a program in operation for at least
three years and has performed a minimum of six transplant
procedures per year for the past two years, and six procedures in
the three year period preceding the most current two year period;

A hospital specializing in inpatient pediatric intestinal (small
bowel or liver/small bowel) transplants has had a program in
operation for at least three years and has performed a minimum of
six transplant procedures per year for the past two years, and six
procedures in the three year period preceding the most current two
year period;

A hospital specializing in inpatient kidney/pancreas and/or
pancreas transplants has had the transplant program in operation
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N)

0)

P)

Q)

R)
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for at least three years with 25 kidney transplant procedures per
year for the past two years and 25 cases in the three year period
preceding the most current two year period, and five pancreas
transplant procedures per year for the past two years and five in the
three year period preceding the most current two year period, or 12
kidney/pancreas transplant procedures per year for the past two
years and 12 in the three year period preceding the most current
two year period;

The hospital has experts, on staff, in the fields of cardiology,
pulmonology, anesthesiology, immunology, infectious disease,
nursing, social services, organ procurement, associated surgery and
internal medicine to complement the transplant team. In addition,
in order to qualify as a transplant center for pediatric patients, the
hospital must also have experts in the field of pediatrics;

The hospital has an active cardiovascular medical and surgical
program as evidenced by the number of cardiac catheterizations,
coronary arteriograms and open heart procedures per year for heart
and heart/lung transplant candidates;

The hospital has pathology resources that are available for
studying and reporting the pathological responses for
transplantation as supported by appropriate documentation;

The hospital complies with applicable State and federal laws and
regulations;

The hospital participates in a recognized national donor
procurement program for organs or bone marrow provided by
unrelated donors, abides by its rules, and provides the Department
with the name of the national organization of which it is a member;

The hospital has an interdisciplinary body to determine the
suitability of candidates for transplantation as supported by
appropriate documentation;

The hospital has blood bank support necessary to meet the
demands of a certified transplant center as supported by
appropriate documentation; and

The hospital meets the applicable transplant survival rates as
supported by the Kaplan-Meier method or other method accepted
by the Department:
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A one-year survival rate of 50 percent for inpatient bone
marrow and inpatient and outpatient stem cell transplant
patients;

A one-year survival rate of 75 percent and a two-year
survival rate of 60 percent for heart transplant patients;

A one-year survival rate of 75 percent and a two-year
survival rate of 60 percent for liver transplant patients;

A one-year survival rate of 90 percent for kidney transplant
and a one-year survival rate of 80 percent for pancreas
transplant; or a one-year survival rate of 80 percent for
kidney/pancreas transplant;

A one-year survival rate of 65 percent and a two-year
survival rate of 60 percent for heart/lung and lung (single or
double) transplant patient;

A one-year survival rate of 60 percent and a two-year
survival rate of 55 percent for intestinal transplants (small
bowel or liver/small bowel).

The commitment of the hospital to support the transplant center must be at
all levels as evidenced by such factors as financial resources, allocation of
space and the support of the professional staff for the transplant program
and its patients. The hospital must submit appropriate documentation to
demonstrate that:

A) Component teams are integrated into a comprehensive transplant
team with clearly defined leadership and responsibility;

B) The hospital safeguards the rights and privacy of patients;

C) The hospital has adequate patient management plans and protocols
to meet the patient and hospital's needs.

The hospital must identify, in writing, the director of the transplant
program and the members of the team as well as their qualifications.
Physician team members must be identified as board certified, in
preparation for board certification, or pending board certification, and the
transplant coordinator's name must be submitted.
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The hospital must provide patient selection criteria including indications
and contraindications for the type of transplant procedure for which the
facility is seeking certification.

Recertification Process/Criteria

1)

2)

3)

4)

5)

The Department will conduct an annual review for certification of
transplant centers. A certified center must submit documentation
established under subsections (c), (d), (f) and (h) of this Section for review
by the Department's State Medical Advisory Committee for recertification
as a transplant center.

Survival rates of previous transplant patients must be documented prior to
certification. The center must maintain patient volume in the year of
certification based on previous transplant statistics.

The Department shall notify the hospital of approval or denial of the
recertification of the hospital as a transplant center.

If the hospital has previously met the requirements for certification or
recertification of its program under subsections (d)(1), (K), (L), (M), (N),
(0), (P) and (Q) and (d)(2), (3) and (4) of this Section and the program has
experienced no changes under the above subsections, as evidenced in
written documentation on the hospital’s application, the hospital will not
be required to resubmit the same data.

If a center has previously met the requirements for certification or
recertification of its program under subsections (d)(1) (K), (L), (M), (N),
(0), (P), (Q) and (R)(i) through (R)(vi), but has performed fewer than the
required number of transplants pursuant to subsections (d)(1)(C), (D), (E),
(F), (G), (H), () or (J) as appropriate, the Department may recertify the
center if it determines that the best interests of the Medical Assistance or
KidCare client eligible for transplant services would be served by allowing
continued certification of the center. Criteria the Department may
consider in making such a determination include, but are not limited to:

A) Not recertifying a center would limit the accessibility of available
organs.

B) Other centers are not accepting new patients or have extensive
waiting lists.

C) The distance to other eligible centers would jeopardize the client’s
opportunity to receive a viable organ/tissue transplant.
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1) The hospital must notify the Department prior to performance of the
transplant procedure. The notification letter must be from a physician on
the transplant team.

2) The notification must include the admission diagnosis and pre-transplant
diagnosis.

3) The Department shall notify the hospital regarding receipt of the
notification and provide the appropriate outcome summary forms to the
hospital.

9) Reimbursement

1)

Hospital services rendered for transplant procedures under this Section are
exempt from the provisions of Sections 148.250 through 148.330 and 89
I1l. Adm. Code 149 of the Department's administrative rules governing
hospital reimbursement. Hospital reimbursement for transplants covered
within this Section is an all-inclusive rate for the admission, regardless of
the number of days of care associated with that admission, which is
limited to a maximum of 60 percent of the hospital's usual and customary
charges to the general public for the same procedure for a maximum
number of days listed below for specific types of transplants:

A) 30 consecutive days of post-operative inpatient care for heart,
heart/lung, lung (single or double), pancreas, or kidney/pancreas
transplant; or

B) 40 consecutive days of post-operative inpatient care for liver
transplant; or

C) 50 consecutive days of post-operative inpatient care for bone
marrow transplant (this includes a maximum of seven days prior to
the transplant for infusion of chemotherapy), or 50 consecutive
days of care for an inpatient or outpatient stem cell transplant; or

D) 70 consecutive days of post-operative inpatient care for intestinal
(small bowel or liver/small bowel) transplants; or

E) For those transplants covered under subsection (b)(2) of this
Section, the number of consecutive days of inpatient care specified
within the transplant certification process.
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Reimbursement will be approved only when the Department's letter
acknowledging the notification of the transplant procedure is attached to
the hospital's claim. Reimbursement will not be made until the discharge
summary has been submitted to the Department.

Applicable disproportionate share payment adjustments shall be made in
accordance with Section 148.120(g). Applicable outlier adjustments shall
be made in accordance with Section 148.130. Applicable Medicaid High
Volume adjustments shall be made in accordance with Section 148.290(d).

The rate will not include transportation and physician fees when
reimbursed pursuant to 89 Ill. Adm. Code 140.410 through 140.414 and
140.490 through 140.492, respectively.

Hospital reimbursement for bone marrow searches is limited to 60 percent
of charges up to a maximum of $25,000. Payment for bone marrow
searches will only be made to the certified center requesting
reimbursement for the bone marrow transplant.

Reimbursement for stem cell acquisition charges which includes the
mobilization, chemotherapy, cytokines and apheresis processes must be
billed under the appropriate revenue code on the claim submitted for the
transplant procedure.

Reporting Requirements of Certified Transplant Center
The following documentation must be submitted within the time limits set forth in
this subsection (h).

1)

2)

Outcome Summary

A) The discharge summary for each Medical Assistance and KidCare
patient must be received by the Department within 30 days after
the patient's discharge.

B) For those Medical Assistance and KidCare patients who expire, a
summary must be received by the Department within 30 days after
the patient's death.

Notification of Changes

The center must notify the Department within 30 days after any changes in
its program including, but not limited to, certification criteria, patient
selection criteria, members of the transplant team and the coordinator.
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(Source: Amended at 28 Ill. Reg. 7101, effective May 3, 2004)
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Section 148.85 Supplemental Tertiary Care Adjustment Payments

a)

b)

Qualifying Criteria. Supplemental Tertiary Care Adjustment Payments, as
described in subsection (b) of this Section, shall be made to all qualifying Illinois
hospitals. An Illinois hospital shall qualify for payment if it was deemed eligible
for payments under the Tertiary Care Adjustment Payments for State fiscal year
2003, as described in Section 148.296, excluding:

1)

2)

3)

County-owned hospitals as described in Section 148.25(b)(1)(A).

Hospitals organized under the University of Illinois Hospital Act [110
ILCS 330], as described in Section 148.25(b)(1)(B).

A hospital owned or operated by a State agency, as described in Section
148.25(b)(6).

Supplemental Tertiary Care Adjustment Payments

1)

2)

3)

For the supplemental tertiary care adjustment period occurring in State
fiscal year 2004, total payments will equal the State fiscal year 2003
tertiary care adjustment payment, as defined in Section 148.296,
multiplied by the proration factor and shall be paid to the hospital within
75 days after the conditions described in subsection (d) of this Section
have been met.

For the supplemental tertiary care adjustment period occurring in State
fiscal year 2005, total payments will equal the State fiscal year 2003
tertiary care adjustment payment, as defined in Section 148.296 and shall
be paid to the hospital in four equal installments on or before July 15,
2004, October 15, 2004, January 14, 2005 and April 15, 2005. The sum of
the amounts, required prior to the conditions described in subsection (d)
being met, shall be paid within 75 days after the conditions described in
subsection (d) have been met.

If a hospital closes during the fiscal year, payments will be prorated based
on the number of days the hospital was open during the fiscal year.

Definitions

1)

2)

"Proration factor" means a fraction, the numerator of which is 53 and the
denominator of which is 365.

“Supplemental Tertiary Care Adjustment Period” means, beginning June 1,
2004, the one month period beginning on June 1, 2004 and ending June 30,
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2004, and beginning July 1, 2004, the 12-month period beginning July 1 of
the year and ending June 30 of the following year.

Payment Limitations: Payments under this Section are not due and payable until:

1) the methodologies described in this Section receive federal approval from
the Centers for Medicare and Medicaid Services in an appropriate State
Plan Amendment;

2) the assessment imposed under 89 I1l1l. Adm. Code 140.80 is determined to
be a permissible tax under Title X1X of the Social Security Act; and

3) the assessment described in 89 Il1l. Adm. Code 140.80 is in effect.

(Source: Amended at 29 Ill. Reg. 8363, effective June 1, 2005)
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a)

b)
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Medicaid Inpatient Utilization Rate (MIUR) Adjustment Payments

Qualifying Criteria. Medicaid Inpatient Utilization Rate (MIUR) Adjustment
Payments as described in subsection (b) of this Section shall be made to an
Illinois hospital, excluding hospitals described in 89 Ill. Adm. Code 140.80(j).

MIUR Adjustment Payments

1)

2)

3)

Each qualifying hospital will receive a payment equal to the product of:
A) The quotient of:
i) $57.25

i) divided by the greater of the hospital’s MIUR or 1.6
percent, and

B) The hospital’s Medicaid inpatient days in the MIUR base period.

For a hospital that files a combined Medicaid cost report with another
hospital after January 1, 2001, and then subsequently closes, the payment
described in subsection (b)(1) of this Section shall be multiplied by a
fraction, the numerator of which is the number of occupied bed days
attributable to the open hospital and the denominator of which is the sum
of the occupied bed days of each open hospital and each closed hospital.

Payments will be the lesser of the calculation described in subsection
(b)(2) or (b)(2) of this Section or $10,500,000.

Payment to a Qualifying Hospital

1)

2)

For the MIUR adjustment period occurring in State fiscal year 2004, total
payments will equal the methodologies described in subsection (b) of this
Section multiplied by the proration factor and shall be paid to the hospital
within 75 days after the conditions described in subsection (e) of this
Section have been met.

For the MIUR adjustment period occurring in State fiscal year 2005, total
payments will equal the methodologies described in subsection (b) of this
Section and shall be paid to the hospital in four equal installments on or
before July 15, 2004, October 15, 2004, January 14, 2005 and April 15,
2005. The sum of the amounts, required prior to the conditions described
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in subsection (e) being met, shall be paid within 75 days after the
conditions described in subsection (e) have been met.

If a hospital closes during the fiscal year, payments will be prorated based
on the number of days the hospital was open during the fiscal year.

Definitions

1)

2)

3)

4)

5)

6)

“MIUR base period” means the 12-month period beginning on July 1,
2000 and ending on June 30, 2001.

“MIUR adjustment period” means, beginning June 1, 2004, the one month
period beginning on June 1, 2004 and ending June 30, 2004, and
beginning July 1, 2004, the 12 month period beginning July 1 of the year
and ending June 30 of the following year.

“Medicaid inpatient days” means, for a given hospital, the sum of days of
inpatient hospital service provided to recipients of medical assistance
under Title X1X of the federal Social Security Act, excluding days for
individuals eligible for Medicare under Title XVIII of that Act
(Medicaid/Medicare crossover days), as tabulated from the Department’s
paid claims data for admissions occurring in the MIUR base period that
were adjudicated by the Department through June 30, 2002.

“MIUR?”, for a given hospital, has the meaning as defined in Section
148.120(k)(4) and shall be determined in accordance with Section
148.120(c) and (f). For purposes of this Section, the MIUR determination
that was used to determine a hospital’s eligibility for Disproportionate
Share Hospital Adjustment payments in rate year 2003 shall be the MIUR
used in the MIUR adjustment.

“Occupied bed days” means the sum of the number of days that each bed
was occupied by a patient for all beds during calendar year 2001, as
reported by each hospital on the Annual Survey of Hospitals conducted by
the Department of Public Health. If the sum of a hospital’s occupied bed
days is not reported on the Annual Survey of Hospitals, then the
Department may obtain the sum of occupied bed days from any source
available, including, but not limited to, records maintained by the hospital
provider, which may be inspected at all times during business hours of the
day by the Department or its duly authorized agents and employees.

"Proration factor" means a fraction, the numerator of which is 53 and the
denominator of which is 365.
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e) Payment Limitations: Payments under this Section are not due and payable until:
1) the methodologies described in this Section receive federal approval from
the Centers for Medicare and Medicaid Services in an appropriate State
Plan Amendment;

2) the assessment imposed under 89 I1ll. Adm. Code 140.80 is determined to
be a permissible tax under Title XIX of the Social Security Act; and

3) the assessment described in 89 Ill. Adm. Code 140.80 is in effect.

(Source: Amended at 29 Ill. Reg. 8363, effective June 1, 2005)
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a)
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Medicaid Outpatient Utilization Rate (MOUR) Adjustment Payments

Qualifying Criteria. Medicaid Outpatient Utilization Rate (MOUR) Adjustment
Payments, as described in subsection (b) of this Section, shall be made to an
Illinois hospital, excluding hospitals described in 89 Ill. Adm. Code 140.80(j).

MOUR Adjustment Payments

1)

2)

3)

Each qualifying hospital will receive a payment equal to the product of:
A) The quotient of:

)} the hospital's Medicaid outpatient charges in the MOUR
base period

i) divided by the greater of the hospital’s MOUR or 1.6
percent, and

B) 2.45 percent.

For a hospital that files a combined Medicaid cost report with another
hospital after January 1, 2001, and then subsequently closes, the payment
described in subsection (b)(1) of this Section shall be multiplied by a
fraction, the numerator of which is the number of occupied bed days
attributable to the open hospital and the denominator of which is the sum
of the occupied bed days of each open hospital and each closed hospital.

Payments will be the lesser of the calculation described in subsection
(b)(1) or (b)(2) of this Section or $6,750,000.

Payment to a Qualifying Hospital

1)

2)

For the MOUR adjustment period occurring in State fiscal year 2004, total
payments will equal the methodologies described in subsection (b) of this
Section multiplied by the proration factor and shall be paid to the hospital
within 75 days after the conditions described in subsection (e) of this
Section have been met.

For the MOUR adjustment period occurring in State fiscal year 2005, total
payments will equal the methodologies described in subsection (b) of this
Section and shall be paid to the hospital in four equal installments on or
before July 15, 2004, October 15, 2004, January 14, 2005 and April 15,
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2005. The sum of the amounts, required prior to the conditions described
in subsection (e) being met, shall be paid within 75 days after the
conditions in subsection (e) have been met.

If a hospital closes during the fiscal year, payments will be prorated based
on the number of days the hospital was open during the fiscal year.

d) Definitions

1)

2)

3)

4)

5)

6)

“Total outpatient charges” means, for a given hospital, the gross outpatient
revenue as reported on form CMS 2552-96, Worksheet G-2, Part I, row
25, column 2, for hospital fiscal years ending in calendar year 2001 as
filed in the March 2003 release of the Healthcare Cost Reporting
Information System (HCRIS). If information was not available for
hospitals on the HCRIS, the Department may obtain the gross outpatient
charges from any source available, including, but not limited to, records
maintained by the hospital provider, which may be inspected at all times
during business hours of the day by the Department or its duly authorized
agents and employees.

“MOUR base period” means the 12-month period beginning on July 1,
2000 and ending on June 30, 2001.

“MOUR adjustment period” means, beginning June 1, 2004, the one
month period beginning on June 1, 2004 and ending June 30, 2004, and
beginning July 1, 2004, the 12 month period beginning July 1 of the year
and ending June 30 of the following year.

“MOUR?”, for a given hospital, means the ratio of Medicaid outpatient
charges to total outpatient charges.

“Medicaid outpatient charges” means, for a given hospital, the sum of
charges for ambulatory procedure listing services as described in Section
148.140(b), excluding charges for individuals eligible for Medicare under
Title XVIII of the Social Security Act (Medicaid/Medicare crossover
charges), as tabulated from the Department’s paid claims data for services
occurring in the MOUR base year that were adjudicated by the
Department through September 12, 2003.

“Occupied bed days” means the sum of the number of days that each bed
was occupied by a patient for all beds during calendar year 2001, as
reported by each hospital on the Annual Survey of Hospitals conducted by
the Department of Public Health. If the sum of a hospital’s occupied bed
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days is not reported on the Annual Survey of Hospitals, then the
Department of Public Aid may obtain the sum of occupied bed days from
any source available, including, but not limited to, records maintained by
the hospital provider, which may be inspected at all times during business
hours of the day by the Department or its duly authorized agents and
employees.

"Proration factor" means a fraction, the numerator of which is 53 and the
denominator of which is 365.

Payment Limitations: Payments under this Section are not due and payable until:

1)

2)

3)

the methodologies described in this Section receive federal approval from
the Centers for Medicare and Medicaid Services in an appropriate State
Plan Amendment;

the assessment imposed under 89 Ill. Adm. Code 140.80 is determined to
be a permissible tax under Title XIX of the Social Security Act; and

the assessment described in 89 Ill. Adm. Code 140.80 is in effect.

(Source: Amended at 29 Ill. Reg. 8363, effective June 1, 2005)
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a)

b)
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Outpatient Rural Hospital Adjustment Payments

Qualifying Criteria. Outpatient Rural Hospital Adjustment Payments, as
described in subsection (b) of this Section, shall be made to qualifying Illinois
rural hospitals, as described in Section 148.25(g)(3), excluding:

1)

2)

3)

County-owned hospitals as described in Section 148.25(b)(1)(A).

Hospitals organized under the University of Illinois Hospital Act [110
ILCS330], as described in Section 148.25(b)(1)(B).

A hospital owned or operated by a State agency, as described in Section
148.25(b)(6).

Outpatient Rural Hospital Adjustment Payments

1)

2)

3)

Each qualifying hospital’s outpatient services for the outpatient rural base
period will be divided by the sum of all qualifying hospitals’ outpatient
services for the outpatient rural base period.

This ratio will be multiplied by $14,500,000 to determine the hospital’s
Outpatient Rural Hospital Adjustment Payment.

For a hospital that files a combined Medicaid cost report with another
hospital after January 1, 2001, and then subsequently closes, the payment
described in subsection (b)(2) of this Section shall be multiplied by a
fraction, the numerator of which is the number of occupied bed days
attributable to the open hospital and the denominator of which is the sum
of the occupied bed days of each open hospital and each closed hospital.

Payment to a Qualifying Hospital

1)

2)

For the outpatient rural hospital adjustment period occurring in State fiscal
year 2004, total payments will equal the methodologies described in
subsection (b) of this Section multiplied by the proration factor and shall
be paid to the hospital within 75 days after the conditions described in
subsection (e) of this Section have been met.

For the outpatient rural hospital adjustment period occurring in State fiscal
year 2005, total payments will equal the methodologies described in
subsection (b) of this Section and shall be paid to the hospital in four equal
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installments on or before July 15, 2004, October 15, 2004, January 14,
2005 and April 15, 2005. The sum of the amounts, required prior to the
conditions described in subsection (e) being met, shall be paid within 75
days after the conditions described in subsection (e) have been met.

If a hospital closes during the fiscal year, payments will be prorated based
on the number of days the hospital was open during the fiscal year.

Definitions

1)

2)

3)

4)

5)

“Occupied bed days” means the sum of the number of days that each bed
was occupied by a patient for all beds during calendar year 2001, as
reported by each hospital on the Annual Survey of Hospitals conducted by
the Department of Public Health. If the sum of a hospital’s occupied bed
days is not reported on the Annual Survey of Hospitals, then the
Department may obtain the sum of occupied bed days from any source
available, including, but not limited to, records maintained by the hospital
provider, which may be inspected at all times during business hours of the
day by the Department or its duly authorized agents and employees.

“Outpatient rural base period” means the 12-month period beginning on
July 1, 2000, and ending on June 30, 2001.

“Qutpatient rural adjustment period” means, beginning June 1, 2004, the
one month period beginning on June 1, 2004 and ending June 30, 2004,
and beginning July 1, 2004, the 12-month period beginning July 1 of the
year and ending June 30 of the following year.

“Outpatient services” means, for a given hospital, the sum of ambulatory
procedure listing services as described in Section 148.140(b), excluding
services for individuals eligible for Medicare under Title XVII1 of the
Social Security Act (Medicaid/Medicare crossover services), as tabulated
from the Department’s paid claims data for services occurring in the
outpatient rural base period that were adjudicated by the Department
through September 12, 2003.

"Proration factor" means a fraction, the numerator of which is 53 and the
denominator of which is 365.

Payment Limitations: Payments under this Section are not due and payable until:
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1) the methodologies described in this Section receive federal approval from
the Centers for Medicare and Medicaid Services in an appropriate State
Plan Amendment;

2) the assessment imposed under 89 I1ll. Adm. Code 140.80 is determined to
be a permissible tax under Title XIX of the Social Security Act; and

3) the assessment described in 89 Ill. Adm. Code 140.80 is in effect.

(Source: Amended at 29 Ill. Reg. 8363, effective June 1, 2005)
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Section 148.103

a)

b)
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Outpatient Service Adjustment Payments

Qualifying Criteria. Outpatient Service Adjustment Payments, as described in
subsection (b) of this Section, shall be made to all Illinois hospitals excluding:

1)

2)

3)

County-owned hospitals as described in Section 148.25(b)(1)(A).

Hospitals organized under the University of Illinois Hospital Act [110
ILCS 330], as described in Section 148.25(b)(1)(B).

A hospital owned or operated by a State agency, as described in Section
148.25(b)(6).

Outpatient Service Adjustment Payments

1)

2)

3)

4)

An average hospital specific outpatient service rate for the outpatient
service base period will be calculated by taking the total payments for
outpatient services divided by total outpatient services.

The average hospital specific outpatient service rate will be multiplied by
75.5 percent and then multiplied by the outpatient services.

For a hospital that files a combined Medicaid cost report with another
hospital after January 1, 2001, and then subsequently closes, the payment
described in subsection (b)(2) of this Section shall be multiplied by a
fraction, the numerator of which is the number of occupied bed days
attributable to the open hospital and the denominator of which is the sum
of the occupied bed days of each open hospital and each closed hospital.

Outpatient Service Adjustment Payments will be the lesser of the amount
determined in subsection (b)(2) or (b)(3) of this Section or $3,000,000.

Payment to a Qualifying Hospital

1)

2)

For the outpatient service adjustment period occurring in State fiscal year
2004, total payments will equal the methodologies described in subsection
(b) of this Section multiplied by the proration factor and shall be paid to
the hospital within 75 days after the conditions in subsection (e) of this
Section have been met.

For the outpatient service adjustment period occurring in State fiscal year
2005, total annual payments will equal the methodologies described in
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subsection (b) of this Section and shall be paid to the hospital in four equal
installments on or before July 15, 2004, October 15, 2004, January 14,
2005 and April 15, 2005. The sum of the amounts, required prior to the
conditions in subsection (e) being met, shall be paid within 75 days after
the conditions in subsection (e) have been met.

If a hospital closes during the fiscal year, payments will be prorated based
on the number of days the hospital was open during the fiscal year.

Definitions

1)

2)

3)

4)

5)

“Occupied bed days” means the sum of the number of days that each bed
was occupied by a patient for all beds during calendar year 2001, as
reported by each hospital on the Annual Survey of Hospitals conducted by
the Department of Public Health. If the sum of a hospital’s occupied bed
days is not reported on the Annual Survey of Hospitals, then the
Department may obtain the sum of occupied bed days from any source
available, including, but not limited to, records maintained by the hospital
provider, which may be inspected at all times during business hours of the
day by the Department or its duly authorized agents and employees.

“Outpatient service base period” means the 12-month period beginning on
July 1, 2000 and ending on June 30, 2001.

“Qutpatient service adjustment period” means, beginning June 1, 2004, the
one month period beginning on June 1, 2004 and ending June 30, 2004,
and beginning July 1, 2004, the 12-month period beginning July 1 of the
year and ending June 30 of the following year.

“Outpatient services” means, for a given hospital, the sum of ambulatory
procedure listing services as described in Section 148.140 (b), excluding
services for individuals eligible for Medicare under Title XVII1 of the
Social Security Act (Medicaid/Medicare crossover services), as tabulated
from the Department’s paid claims data for services occurring in the
outpatient service base period that were adjudicated by the Department
through September 12, 2003.

"Proration factor" means a fraction, the numerator of which is 53 and the
denominator of which is 365.

Payment Limitations: Payments under this Section are not due and payable until:
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1) the methodologies described in this Section receive federal approval from
the Centers for Medicare and Medicaid Services in an appropriate State
Plan Amendment;

2) the assessment imposed under 89 Ill. Adm. Code 140.80 is determined to
be a permissible tax under Title X1X of the Social Security Act; and

3) the assessment described in 89 Ill. Adm. Code 140.80 is in effect.

(Source: Amended at 29 Ill. Reg. 8363, effective June 1, 2005)
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SUBPART B: REIMBURSEMENT AND RELATED PROVISIONS

Section 148.105

a)

Psychiatric Adjustment Payments

Qualifying Criteria

Psychiatric Adjustment Payments shall be made to a qualifying hospital, as
defined in this subsection (a). A hospital not otherwise excluded under subsection
(b) of this Section shall qualify for payment if it meets one of the following
criteria as of July 1, 2002:

1)

2)

3)

4)

The hospital is located in Illinois; is a general acute care hospital with a
distinct part unit as defined in 89 Ill. Adm. Code 149.50(d)(1) enrolled
with the Department to provide inpatient psychiatric services; has a
current psychiatric care per diem rate less than the statewide psychiatric
distinct part unit average default rate; is located outside of HSA 6; and has
a MIUR as described in subsection (e)(5) of this Section that is greater
than 60 percent.

The hospital is located in Illinois; is a general acute care hospital with a
distinct part unit as defined in 89 Ill. Adm. Code 149.50(d)(1) enrolled
with the Department to provide inpatient psychiatric services; has a
current psychiatric care per diem rate less than the statewide psychiatric
distinct part unit average default rate; is located outside of HSA 6; has a
MIUR as described in subsection (e)(5) that is greater than 20 percent; has
greater than 325 total licensed beds as described in subsection (e)(2) of
this Section; and has a psychiatric occupancy rate described in subsection
(e)(4) of this Section that is greater than 50 percent.

The hospital is located in Illinois; is a general acute care hospital with a
distinct part unit as defined in 89 Ill. Adm. Code 149.50(d)(1) enrolled
with the Department to provide inpatient psychiatric services; has a
current psychiatric care per diem rate less than the statewide psychiatric
distinct part unit average default rate; is located outside of HSA 6; has a
MIUR as described in subsection (e)(5) of this Section that is greater than
15 percent; has greater than 500 total licensed beds as described in
subsection (e)(2) of this Section; has a psychiatric occupancy rate as
described in subsection (e)(4) of this Section that is greater than 35
percent; and has total licensed psychiatric beds described in subsection
(e)(3) of this Section that is greater than 50.

The hospital is located in Illinois; is a general acute care hospital with a
distinct part unit as defined in 89 Ill. Adm. Code 149.50(d)(1) enrolled
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with the Department to provide inpatient psychiatric services; has a
current psychiatric care per diem rate less than the statewide psychiatric
distinct part unit average default rate; is located outside of HSA 6; has a
MIUR as described in subsection (e)(5) of this Section that is greater than
19 percent; has less than 275 total licensed beds as described in subsection
(€)(2) of this Section; has fewer than 1,000 total psychiatric care days as
described in subsection (e)(8) of this Section; has 40 or fewer total
licensed psychiatric beds as described in subsection (€)(3) of this Section;
has greater than 6,000 total days as described in subsection (e)(9) of this
Section.

The hospital is located in Illinois; is a general acute care hospital with a
distinct part unit as defined in 89 Ill. Adm. Code 149.50(d)(1) enrolled
with the Department to provide inpatient psychiatric services; has a
current psychiatric care per diem rate less than the Statewide psychiatric
distinct part unit average default rate; is located outside of HSA 6; has 50
or more total licensed psychiatric beds as described in subsection (e)(3) of
this Section; and has a psychiatric occupancy rate described in subsection
(e)(4) of this Section that is greater than 60 percent.

The following five classes of hospitals are ineligible for Psychiatric Adjustment
Payments associated with the qualifying criteria listed in subsections (a)(1)
through (a)(4) of this Section:

1)
2)
3)
4)

5)

Hospitals located outside of Illinois.

Hospitals located inside HSA 6.

Psychiatric hospitals, as described in 89 I1l. Adm. Code 149.50(c)(1).
Long term stay hospitals, as described in 89 Ill. Adm. Code 149.50(c)(4).

A children’s hospital, as described in 89 Ill. Adm. Code 149.50(c)(3).

Psychiatric Adjustment Payment Rates

1)

2)

For a hospital qualifying under subsection (a)(1) of this Section, the rate is
$63.00.

For a hospital qualifying under subsection (a)(2) of this Section that:

A) Has less than 10,000 total days, the rate is $78.00.
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B) Has equal to or greater than 10,000 total days, the rate is $125.00.

For a hospital qualifying under subsection (a)(3) of this Section, the rate is
$21.00.

For a hospital qualifying under subsection (a)(4) of this Section, the rate is
$38.00.

For a hospital qualifying under subsection (a)(5) of this Section, the rate is
$140.00

Payment to a Qualifying Hospital

1)

2)

The total annual adjustment amount to a qualifying hospital shall be the
product of the appropriate psychiatric adjustment payment rate, as
described in subsection (c) of this Section, multiplied by total days as
described in subsection (e)(9) of this Section.

The total annual adjustment amount shall be paid to the hospital during the
Psychiatric Adjustment Payment period in installments on; at least; a
quarterly basis.

Definitions

1)

2)

3)

“HSA” means Health Service Area, as defined by the Illinois Department
of Public Health.

“Total licensed beds” means, for a given hospital, the number of licensed
beds, excluding long term care and substance abuse beds, as listed in the
July 25, 2001, Illinois Department of Public Health report entitled
“Percent Occupancy by Service in Year 2000 for Short Stay, Non-Federal
Hospitals in Illinois”.

“Licensed psychiatric beds” means, for a given hospital, the number of
psychiatric licensed beds, as listed in the July 25, 2001, Ilinois
Department of Public Health report entitled “Percent Occupancy by
Service in Year 2000 for Short Stay, Non-Federal Hospitals in Illinois”.
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"Psychiatric occupancy rate" means, for a given hospital, the psychiatric
hospital occupancy rate as listed in the July 25, 2001, Illinois Department
of Public Health report entitled “Percent Occupancy by Service in Year
2000 for Short Stay, Non-Federal Hospitals in Illinois.”

“MIUR” for a given hospital, has the meaning as defined in Section
148.120(k)(5), and shall be determined in accordance with Sections
148.120(c) and (f). For purposes of this rulemaking, the MIUR
determination that was used to determine a hospital's eligibility for
Disproportionate Share Hospital Adjustment Payments in rate year 2002
shall be the same determination used to determine a hospital's eligibility
for Psychiatric Adjustment Payments in the Psychiatric Adjustment
Payment Period.

“Psychiatric Adjustment Payment base year” means the 12-month period
beginning on July 1, 2000; and ending on June 30, 2001.

“Psychiatric Adjustment Payment period” means, beginning October 1,
2002, the nine month period beginning October 1 and ending June 30 of
the following year, and beginning July 1, 2003, the 12 month period
beginning July 1 of the year and ending June 30 of the following year.

“Total psychiatric care days” means, for a given hospital, the sum of days
of inpatient psychiatric care, as defined in Section 148.40(a), provided to
recipients of medical assistance under Title XIX of the federal Social
Security Act, excluding days for individuals eligible for Medicare under
Title XVIII of that Act (Medicaid/Medicare crossover days), as tabulated
from the Department’s claims data for admissions occurring in the
Psychiatric Adjustment Payment base year that were adjudicated by the
Department through June 30, 2001.

“Total days” means, for a given hospital, the sum of days of inpatient
hospital services provided to recipients of medical assistance under Title
XIX of the federal Social Security Act, excluding days for individuals
eligible for Medicare under Title XVIII of that Act (Medicaid/Medicare
crossover days), as tabulated from the Department’s claims data for
admissions occurring in the Psychiatric Adjustment Payment base year
that were adjudicated by the Department through June 30, 2001.

"Psychiatric care average length of stay” means the quotient of the
fraction, the numerator of which is the number of psychiatric care days in
the Psychiatric Adjustment Payment base year, the denominator of which
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is the number of admissions in the Psychiatric Adjustment Payment base
year.

(Source: Amended at 29 Ill. Reg. 19973, effective November 23, 2005)
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a)
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Psychiatric Base Rate Adjustment Payments

Qualifying Criteria

1)

2)

Psychiatric Base Rate Adjustment Payments, as described in subsection
(b)(2) of this Section, shall be made to an Illinois general acute care
hospital that has a distinct part psychiatric unit, excluding:

A) County-owned hospitals as described in Section 148.25(b)(1)(A).

B) Hospitals organized under the University of Illinois Hospital Act
[110 ILCS 330